INTRODUCTION
Canada is widely recognized as a good place to live and grow old and as a place where a large proportion of seniors enjoy economic security and good health well into old age (Plouffe 2003) . Canadians' experience of aging varies from community to community and is highly influenced by a myriad of factors, such as where one lives, socioeconomic status, access to health services and marital status, which results in communities aging at different rates. Moore and Rosenberg (1997) demonstrated that not only are communities across Canada aging at different rates, but that the forces underlying these rates, such as aging in place and migration, vary from community to community. The authors argued that this results in some aging communities being "service-rich," where seniors have higher health status and are financially better off, and other communities being "service-poor," where seniors have lower health status and are limited financially.
There is a clear downward gradient in the health of Canadians between urban and rural Canada. Those living in rural areas are more likely to higher health risk behaviours, such as smoking and being overweight, and tend to rate their health as poorer (Mitura and Bollman 2003; Shields and Tremblay 2002) . As communities change through aging and migration, so too do their ability and capacity to support the needs of their different populations.
The delivery of services for seniors in Canada today is inherently complex and challenging. Canada's aging population is affecting the demand for services and changing the face of service provision (for instance, how and where services are delivered; the types of services available). Regionalization of health services, ongoing fiscal constraints, advances in technology and medicine, shifts to communitybased care, societal and family changes and the prevalence of chronic disease combined with an aging population are factors contributing to challenges in service delivery for seniors (Raphael et al. 2001) .
Atlantic Canada has not been immune from the forces for change identified by Raphael and colleagues (2001) . It is a commonplace that the economy of Atlantic Canada, oil and gas developments notwithstanding, is much poorer than that of the rest of Canada. Out-migration is a distinctive feature of Atlantic Canada as is the dependence on a predominately resource-based economy. As Table  1 indicates, the picture for Atlantic Canada is one of static or declining population, less urbanization, income levels that are at least 20% below the national level, higher unemployment rates and a marginal higher percentage of seniors.
In this paper, the results from the Atlantic Canada component of a national study about service provision for seniors are reported. The paper begins with an overview of the methods and design of the national study. This is followed by a discussion of the key findings and the challenges confronting communities as they strive to meet the service provision needs of seniors.
It concludes with a commentary on the prognosis for change.
DATA AND RESEARCH DESIGN
This research is part of a larger project entitled Aging Across Canada: Comparing Service-Rich and Service-Poor Communities, in which key informants from communities across Canada were interviewed about how and why communities are aging differently, and what factors distinguish a service-rich and healthy community from one that is not. The national study had four components or modules. The first module used data from the 1991 and 1996 censuses to demonstrate that differences between aging in place and migration significantly affect the rate at which communities age. The second component, using factor analysis, combined socio-economic data on the population of communities, data on acute healthcare services and health personnel and information on longterm medical and non-medical services, to identify a number of distinct clusters of health regions in Canada. The analysis produced 10 distinct clusters:
• Major metropolitan centres, high immigration, above average income, The result of the cluster analysis was mapped for the country, and it was on the basis of the distribution of the clusters that communities were to be selected for further investigation.
The third component of the study was the purposeful selection of communities from across the country that corresponded to each of the 10 clusters. One community per province was selected for further analysis. In addition to being identified statistically as "service-rich" or "servicepoor," the communities were selected to reflect the different sizes of places, rural and urban environments and northern and southern dichotomies in Canada.
Three clusters dominate in Atlantic Canada: Cluster 3 -medium-size cities, average income, social deprivation, community health; Cluster 5 -semi-rural regions with average income, low social deprivation and good community health, and Cluster 6 -semi-rural regions with low income, high social deprivation and below average community health (Moore and Rosenberg 2002) . The data reported here are from in-depth case studies of four communities in Atlantic Canada: Moncton, NB; St John's, NL; Summerside, PEI; and Sydney, NS. St. John's is indicative of Cluster 3, Moncton Cluster 5 and Summerside and Sydney, Cluster 6.
The four communities individually are microcosms for Atlantic Canada and the clusters they represent (see Table 2 ). For example, Moncton is the most affluent of the four, with the highest medium income and lowest unemployment rate, whereas Sydney is clearly the poorest, with the lowest medium income and an unemployment rate that is more than double that of Moncton. St John' s and Summerside occupy the middle ground between the other two.
The data for this research document the perceptions and understandings of The key informants were asked a series of semi-structured and openended questions about the current dimensions of the formal service environment for seniors in the community. The interviews followed a common format (see Appendix 1) in which participants were asked to identify the strengths and weaknesses of the current situation, define a service-rich community and comment on the local constraints to becoming service-rich. All interviews were taped and transcribed. Responses were combined with secondary data sources and supplemented by field observation. Data analysis entailed thematic content analysis of the data in which emergent and recurrent themes were identified and responses were categorized.
RESULTS
The findings demonstrate that communities in Atlantic Canada face similar challenges in the provision of services for seniors. The challenges identified are grouped under four categories: broad systemic challenges, lack of housing and care options, lack of integration and coordination of services and disparities between rural and urban geographies. Where relevant and appropriate, selected comments of particular key informants have been inserted into the text. The use of such comments is intended to illustrate the prevalent perceptions of certain commentators. Although each grouping is addressed as a discrete entity, many of the challenges identified are related and overlapping.
SYSTEMIC CHALLENGES
Participants in every community identified broad systemic challenges that affected seniors and service providers in a less than positive manner. Many of these issues concern access to health services, for example, long waiting lists for services such as hip/knee replacement surgery and limited or no access to a family physician in some communities. Health system reforms have resulted in shorter hospital stays and a shift to community-based care. Service providers indicated that shorter hospital stays are putting more pressure on home care services and informal caregiving networks. Home and community care services were noted to be "resource-poor" with limited capacity to provide for the growing needs of seniors. The healthcare system in Atlantic Canada, in common with elsewhere in the country, relies heavily on informal or family caregivers and several health services providers observed that caregivers could use more support: for example, greater access to home care services, workplace programs, unemployment benefits, income tax breaks. Interestingly, home care providers spoke not about shortages in support for seniors, but about the challenges in recruiting and retaining home care workers: a job in Atlantic Canada that is often characterized by low wages, difficult working conditions and unstable working hours. There was a strong sentiment among acute care providers who felt they were directly affected by broad systemic problems, such as under-funded home care programs. It was their contention that many seniors occupying acute care and emergency room beds could be maintained by home care service but are prevented from doing so because such services are either limited or unavailable in many communities. Service providers felt that they were the "catch net" for all the clients for whom home and community care services could not provide. Long-term care and home care are not considered to be "medically necessary" and therefore are not insured services under the Canada Health Act, resulting in variations across the country in the level of care that is provided and who pays for it. In Atlantic Canada, service providers and seniors noted that current long-term care funding mechanisms were unfair compared to other parts of Canada where the medical component of longterm care is subsidized to varying degrees. In Atlantic Canada, although policy and practice vary between provinces, generally service users with the ability to pay are responsible for most, if not all, of the full cost of care. Participants felt this condition unduly affected seniors and families who often are forced to utilize their "hard-earned" assets, such as selling the family home in order to cover the cost of long-term care. Nursing homes in some communities were noted to be older and in need of repair and modernization (e.g., establishments that accommodate four to a room versus single person accommodation and/or rooms without washroom facilities). Long-term care providers commented that shifts to community-based care have also resulted in seniors entering long-term care at an older age with higher acuity than in the past (e.g., clients are wheelchair bound and/or often incontinent). 
LACK OF HOUSING AND CARE OPTION
Participants in every community identified serious gaps or deficiencies with respect to housing and care options for seniors. Service providers stated that options for seniors were generally limited to two extremes: in-home supportive services and institutional nursing home care. Providers commented that a weakness in their community was the ability to provide a continuum of care and alternative models of housing/care, such as adult day programs, self-managed care, enriched housing, group homes, cooperative arrangements and subsidized seniors' apartments. Deficiencies in housing and care options can result in a situation of "forced institutionalization" where seniors have no other option than facility-based care before it is actually necessary. Providers were concerned that being admitted to a nursing home too early can have a negative impact on seniors' health, activity level and ability to be members of the community and can generate feelings of isolation. Service providers were of the opinion that the majority of seniors in their community were in good health and did not require highly specialized care. Rather, resources are needed to improve services that help with the activities of daily living (e.g., home care) and those that focus on socialization and stimulation. In communities where there was a greater variety of alternative care and housing arrangements, the demand for these services was felt to be greater than the supply. Providers expressed a need for housing and care options that respond to individual and changing needs and services that focus on "aging in place." Participants also noted that there were even fewer options for seniors with more specialized care needs (e.g., psycho-geriatric, dementia/Alzheimer' s disease, aggressive behaviour). Acute care providers felt pressured particularly by the lack of options in their facilities for dealing with increasing numbers of seniors who cannot be maintained by home care services and who occupy acute care beds waiting for placement in appropriate facilities. Providers believed that communities that were "richer" had greater options for seniors, due in part to the larger number of seniors and more seniors with the ability to pay privately for services. Correspondingly, rural and isolated communities with their small population base have greater difficulty providing a variety of housing and care options for seniors. 
We still have gaps in services. Particularly in the assisted living

LACK OF COORDINATION AND INTEGRATION
Service providers and seniors stated that the services for seniors were not well coordinated or integrated in Atlantic Canada, especially non-acute services in the community (e.g., home care services, not-for-profit volunteer services). Services are not coordinated in any formal systematic way; rather, there is an element of luck or "getting in touch with the right person" when it comes to accessing and coordinating services. In acute care settings, services are often coordinated through informal meetings and conversations with colleagues and clients, especially in smaller facilities and towns. At the community level, informal networks are heavily relied upon (e.g., through neighbours, family, church community) in rural areas to coordinate services for seniors. New Brunswick is an exception to this, where the extensive Extra-Mural home care program has improved the coordination and integration of services for seniors, particularly for those going from acute care to community settings. A contributing factor to poorly coordinated and integrated services is a lack of awareness about what services are available in their community. Communities with seniors' resource centres were better equipped for keeping providers aware of available services. Many providers, it appears, simply refer seniors to local resource centres for information. However, not all seniors have the capacity to seek out services on their own. Seniors with a greater capacity to ask questions or make phone calls were at a clear advantage vis-à-vis other seniors. Participants suggested that a more formalized "onestop shopping" approach could be implemented that would make it easier for seniors to get access to and organize services. Providers also expressed a need for greater collaboration and integration among service providers to promote awareness of service, avoid duplication and raise current seniors' issues and for networking opportunities. 
Well
I think it is not coordinated. If it was
RURAL AND URBAN GEOGRAPHIC DISPARITIES
Regionalization in healthcare and municipalities entails that service providers are responsible for both the urban core of cities and towns as well as the rural peripheries. Service providers noted great disparities between the services available for seniors in urban versus rural areas, and the many challenges there are in providing services to rural and remote parts of Atlantic Canada. Providers noted that rural hospital services have been reduced or eliminated, that, rural areas do not have easy access to '24/7' emergency services and pharmacies and that some are without family physicians. Recruiting and retaining health practitioners in rural areas is a major challenge.
Access to good transportation, especially public transit, is an important concern of seniors (Bryant et al. 2004) . Without good access to transportation, seniors, especially those in rural communities, often feel isolated and unable to fully benefit from recreational activities and support networks. Transportation is a serious concern in rural communities. Few municipalities provide public transportation in rural areas, and private services are limited and costly. Thus, there is almost a complete reliance on private car ownership. While noting that rural service provision can be challenging, key informants also highlighted the positive attributes of rural communities. Rural communities were noted to be more active in addressing seniors' issues and to have great problemsolving capabilities. Rural communities were also considered to be "close knit" and to rely on each other more than in urban environments. 
DISCUSSION
The results of this study reflect service provision for seniors in Atlantic Canada; however, the challenges identified are not unique to these provinces. Similar challenges have been identified elsewhere in the country (CloutierFisher and Joseph 2000; Bryant et al. 2004; Hanlon and Halseth 2005) . In an analysis of place and scale effects on service provision for seniors in two communities in Ontario, Rosenberg and Skinner (2003) reported lack of funding, co-ordination, transportation and home care were significant barriers to providing more adequate services. Regionalization, ongoing fiscal constraints, advances in technology and an aging population have contributed to major health system reforms in Canada (Bergman et al. 1997) . With fewer and smaller acute care facilities, the long-term care of older people has shifted to homes and communities, increasing the pressure on primary and continuing care networks and families (Bergman et al. 1997 ). The present system of service delivery for seniors is a complex network of policies and programs that have evolved slowly on a piecemeal basis (Keefe 2002) . The current system is characterized by lack of coordination, lack of knowledge about services, fragmentation of services, inappropriate and costly use of acute care hospitals and long-term care institutions and increasing pressure on the quantity and quality of publicly funded community-based resources (Bergman et al. 1997; Wiles 2003) .
Reduced government funding continues to plague the provision of services for seniors in Canada (Bryant et al. 2004 ). The reduction of federal and provincial funding without additional resources being made available to community care was perceived by respondents in this research to be a significant barrier to providing quality care. Even where governments have looked for alternative solutions to address the inadequacies of the current system, the results have been mixed. The Government of Ontario' s move to a managed competition model for long-term care paradoxically only added to the diversity and uncertainty that was already evident in the existing service provision equation (Cloutier-Fisher and Joseph 2000) . In New Zealand, efforts to expand the role of the "third sector" (non-government; non-profit) raised important policy concerns. Crampton and colleagues (2001) noted that, while "third sector" providers, "may be convenient for proponents of reduced state involvement in funding and provision of health care," they have serious concerns about the consequences for equity and social cohesion.
There was a widespread recognition that the current challenges are only going to be exacerbated by the growth of the aging population, particularly the "baby boomer" demographic group (Foot 1989) . When asked what constraints communities are facing in becoming more service-rich, nearly all of the responses emphasized the need for more resources. Service providers commented that they could soon be facing a crisis situation if they did not "get it right soon" and address the barriers to care. They looked towards the future with anxiety. Policy makers and the media have rather uncritically accepted that the future growth of the elderly population will have dire consequences for health and social policies unless substantial changes take place in federal and provincial programs (McDaniel 1987 Science and Technology (2002) . The question that remains is who will address these challenges and how. Progress on this has not been promising. The most recent attempt at mapping out a national home care plan apparently has failed to get off the drawing board (Laghi and Smith 2004) .
CONCLUSION
Service providers must determine how to balance the increasing pressure from population aging with decreasing resources, without comprising the quality of service for seniors. A start would be to seek the views and values of seniors, the "forgotten stakeholders" (Gallagher and Hodge 1999) . Another way forward would be to recognize the strengths that exist in communities: seniors' knowledge of simple measures for sustaining health care, the array of established community-based networks, both formal and informal, and better utilization of the range and skills of community-based health professionals (Averill 2003) .
Currently, however, reduced government funding, increasing costs and lack of options are seen as threatening the quality of life for seniors in communities in Atlantic Canada. Consequently, unless policy makers, service providers and stakeholders find ways to address the four challenges articulated above, the prognosis is not encouraging for the development of service-rich communities in Atlantic Canada.
